BULLETIN 
OF 


he American Gastroscopic Society 


180, N. Y., N. Y. 


Epitor: Roy LYMAN SEXTON, M.D., 1801 Eye Street, N.W., Washington 6, D. C. 


EDITORIAL BOARD: 


Chairman, J. EDWARD BERK, M.D., 6767 West Outer Drive, Detroit 35, Mich. 
Abstracts Editor: JOHN RUMBALL, M.D., Veterans Administration Hospital, Coral 


Gables 32, Florida 


Recorder of Meetings: PAUL SHALLENBERGER, M.D., Guthrie Clinic, Sayre, Pa. 
Case Reports Editor: CHARLES FLoopD, M.D., 180 Ft. Wash. Avenue, N. Y. 32, N. Y. 
Editor of Miscellany: RUDOLPH SCHINDLER, M.D., 5720 Wilshire Blvd., Los Angeles 


36, Calif. 


Foreign Correspondent: Lr. CoL. Eppy PALMER, 0-43224, 2nd Gen. Hospital, APO 


VOL. IV 


DECEMBER, 1956 


No. 43 


The President's Column 
ntlemen of the Society: 


In the not too distant past when I took my leave of 
you as a reporter of our annual meetings for The Bul- 


Jsequent issues of The Bulletin the affairs of our or- 
Gganization. And here I wish to tell about the efforts 
which are being made to transfuse new life into our 
Society’s publication. 


As you may imagine, a discussion of this organiza- 
tion’s Bulletin is an established part of every meeting 
of your Governing Board. In the past the Board has 
sometimes been well pleased with our publication, as 
it was when it contained a very complete bibliography 
of the articles which had appeared in medical journals 
on the subject of gastroscopy since the introduction of 
the use of the flexible gastroscope. (That bibliography 
was a major task for which great credit should be 
given to our Editor, Dr. Roy Sexton.) And at other 
times it has seemed to the Editor and to the Board 
that our Society's Bulletin has been poorly supported 
by our members; it has had too few really informa- 
tive articles and it contained too many typographical 
errors. When The Bulletin seemed to be a weak pub- 
lication, 1 had observed that the general feeling of 
the Board had been that its Editor had done the best 
that could be done with the material submitted to 
him and with the help which he had. The task of 
Putting together and printing and mailing The Bul- 
letin was handled by one man who was overworked. 


But at the meeting of your Board last June in 
Chicago, Dr. Donovan Browne, then our president, 
literally pounded the table and spoke emphatically 
about the need for a better Bulletin; he wanted more 
frequent issues of our journal as well as improvement 


in the quality of the articles in it and in the print- 
ing. Seconds after Dr. Browne’s pronouncement there 
was obviously real enthusiasm all around the table for 
bettering our publication. Each member of the Board 
was asked for his ideas concerning the improving of 
our periodical. Dr. Sexton was present at the meeting 
and he told us of the surprising number of requests 
for copies of The Bulletin, particularly for its bibli- 
ography of the gastroscopic literature and for its sup- 
plement to that bibliography, from gastroscopists in 
foreign countries. That was something which I was 
able to confirm, since I had handled a number of such 
requests during my terms as the Society’s Secretary- 
Treasurer. Dr. Sexton felt that we had a unique pub- 
lication and that it should be better than it had been 
to maintain our position among our foreign friends. 


I suspect that Dr. Browne knew what he thought 
our Bulletin needed when he opened the discussion 
about it. At any event, his idea that an Editorial 
Board would strengthen the publication and lighten 
the Editor’s load was adopted by the Board with en- 
thusiasm. Dr. Browne named the Society's Secretary- 
Treasurer, Dr. Wirts, himself, and myself as a com- 
svane to choose an Editorial Board to work with Dr. 

xton, 


At first we thought that we would have a large 
number of men on the new Editorial Board with the 
idea that many workers would submit many papers 
and items of news. But it appeared to us a bit later 
that a smaller Board could probably work more effec- 
tively, at least at first. We believed that the new 
Board should have a chairman and several assistants 
who would solicit our members for work in their fields. 
The members of the Board would send their publish- 
able material to its Chairman and he would forward 
it to Dr. Sexton for printing and for mailing. 


Dr. J. Edward Berk of Detroit has accepted the place 
of Chairman of our new Editorial Board and his per- 
sonality is certain to strengthen our Bulletin. I once 
wrote him the unpoetic line, “Jack Berk knows how 
to work!” 
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Dr. Paul Shallenberger of Sayre, Pennsylvania, has 
the title of Assistant Editor in Charge of Recording. 
He will help Dr. Sexton to record on tapes and to 
transcribe the proceedings of our meetings. 


Dr. John Rumball of Coral Gables will te our Ab- 
stracts Editor and you may expect calls from him to sum- 
marize briefly for The Bulletin articles on _peroral 
endoscopy which have keen published elsewhere. 


Lt. Col. Eddy Palmer will te our Foreign Editor. 
He is now in Germany and he’s written that he'll 
provide us with news of gastroscopy in the European 
theatre, including, possibly, the Soviet Union. 


Dr. Rudolf Schindler of Los Angeles will be our 
Editor of Miscellany. He will glean information on 
instruments and on their improvements, on new tech- 
niques, on endoscopic accidents, on courses of instruc- 
tion, on the meetings of endescopic societies, etc., etc. 
What a field he'll have! 


Dr. Charles Flood of New York City has taken the 
job of Case Reports Editor. With the help of old 
and new members his department of The Bulletin 
should be a large one, since most of our journal's space 
has been taken up by case reports in the past. 


It is my belief that our Bulletin is the only publica- 
tion in the world which is devoted entirely to peroral 
endoscopy. If I am correct in that statement, our pub- 
lication is certainly a unique one. I appeal for your 
contributions to it and for them you have my thanks! 

Faithfully, 
JOHN TILDEN HOWARD. 


Report From Greece and Turkey 


It is fair to say that in Greece 
the most prominent gastroenter- 
ologist is Dozent Dr. med. Th. 
Afendulis, Assistant Professor of 
Internal Medicine at the Univer- 
sity of Athens and Chief of the 
Medical Department of the City 
Hospital Piraeus. His gastroen- 
terologic thinking is governed 
mainly, as he says, “by the 
tradition of the Old German 
School.” Working as a volun- 
tary assistant under Professor Ger- 
hardt Katsch at the Pomeranian 
university town of Greifswald 
from 1936 through 1939, he 
was trained in gastroscopy and was active in clinical 
research. His gastroscopic publications, especially those 
with the collaboration of Giilzow, are well known. 
He studied the problem of gastric allergy and _ its 
gastroscopic manifestations extensively in those days. 


Dr. AFENDULIS 


More recently he has been interested in canine gastri- 
tis, especially as it relates to spontaneous gastric ulcer. 
Like all of us, he is an admirer of Konjetzny, but 
whether his dog studies will eventually support Kon- 
jetzny’s theses remains to be seen—Dr. Afendulis ex- 
pects to report his findings in the American literature 
shortly. Another of his fields of special interest is 
the immunology of amebiasis, stimulated by the early 
observation that in Greece amebiasis is regularly a re- 
markably benign infection. 


In spite of his interest in and experience with 
gastroscopy, Dr. Afendulis had to give up the procedure 
upon his return to Greece many years ago. Gastros- 
copy is not done in his country. He gives two rea- 


sons, the first being simply lack of interest on 
part of the Greek internists. The second is the i 
portant one, and it is a difficult one, perhaps, f 
people from other parts of the world to underst 
Dr. Afendulis calls it “refractoriness of the patients 
they won’t permit such manipulations.” It has m 
to do with sanctity of the humam body and perso 
privacy than with the more overt objections to medi 
manipulations, such as fear, pain and danger. It i 
akin to the Near-Easterner’s reticence to undergo ordi 
nary physical examination, refusal to permit pelvi 
examination, and insistence on bearing their child 
beneath bed-sheets. Those who have cared fcr old 
Greek or Arab patients in the States have perhaps 
countered this attitude. It is a matter of mores ai 
a proper deterrent to gastroscopy. 


My informants in the case of Turkey are not gastr 
copists at all but four young Turkish doctors w 
have had professional experience in several regions 
Turkey, two in connection with public health wo 
and two in connection with the activities of the Turki 
Army. They agree that there is no gastroscopy bei 
done anywhere in their country. Their explanation # i 
not complicated, and, interestingly enough, it is quit 
different from that expressed for Greece. Althou 
there are very specialized types of medical research going) propo 
on in Turkey, there has been little tendency at radio] 
clinical subspecialization. The Turks have long been exami 
used to general practitioners and, as patients, have) ti 
made no demand for specialists. It is only now t 
pedagogic thought is being given to dividing the medi 
cal curriculum into subspecialty headings. Until thi 
is done and until gastroenterologists become reco 
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nizable as such, my informants believe there will lative 
no interest in gastroscopy. It 
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Report From Europe pt 


For his first release, your Foreign Correspondent) hosp 
thought it might be well to study the City Hospitalf consi 
of an average large nonuniversity German town, ia) be f 
order to be able to report at the outset on the current) more 
status of gastroscopy and esophagoscopy among average) nom: 
practicing German physicians. caust 


Kaiserslautern is a typical Rhineland town—beauti- 
ful, clean, busy and prosperous. It lies on the weste 
edge of the world’s greatest grape and wine country, 
about 30 miles to the east of the Saar border—a border 
which is soon once again to be erased from the Ger 
man map. Its population is about 90,000, enough 
support its own symphony orchestra, opera company 
and ballet troupe, the natural tastes and enthusiasms of 
the people being what they are. It also supports 4 
400-bed City Hospital, in addition to smaller church 
institutions. 


The City Hospital is housed in three ward buildings, 
plus several other clinic, utility and quarters buildings, 
all of which seem almost crowded out by the chrysan- 
themum gardens and rows of an unrecognized variety 
of white oak. Inside, the buildings have the typical 
massive, heavy-fixtured, high-ceilinged but, nevertheless, 
crowded look of most German hospitals. If the Kaisers 
lautern hospital is any kind of proper example, super 
ficial scrutiny suggests that there has been only one 
major change in the atmosphere of German _ hospitals 
during the past eight years: as a bearer of professional 
responsibility and as a recipient of professional respect, 
the ward nurse has made remarkable progress. 


The Medical Service is under the supervision of 
Dr. von Conta and his assistant, Dr. Stephani. Theif 
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ards are divided into 2-, 4-, and 17-bed rooms, and 
ot an empty bed was seen. There is no segregation 
ccording to disease classification, and, as expected, the 
neumonia and active tuberculosis patients are mixed 
ith the rest, without gestures at isolation. Gastro- 
nterologic diseases are well represented, one 48-bed 
ward sporting three cases of carcinoma of the stomach, 
four of gastric ulcer, several of duodenal ulcer, plus 
xamples of hepatitis, tuberculous enteritis, cirrhosis 
and acute gastroenteritis. As a special attraction, there 
iqjwas a patient with a myccardial infarction who had 
had to live for the past 15 years in the dark because of 
skin-sensitivity to light. 


Although obviously I have been trying to avoid the 
subject, it is necessary to admit at this point that no 
gastroscopy is being done at the Kaiserslautern hospital. 
This proves typicalness, for, as Dr. Stephani explained, 
at the moment in Germany gastroscopy is performed 
only at the university clinics and is generally viewed 
as a rather special procedure. The reason is a familiar, 
although rather discouraging, one—there is so much 
faith in the roentgenologic approach that gastroscopy 
i§ is considered superfluous. The feeling is that all gastric 
f diagnoses can be established with confidence roentgenolog- 
ically. It is interesting in this connection that a large 
proportion of internists in this area do not rely on 
radiology specialists but prefer to carry out their own 
examinations. The few films which are made at the 
time of fluoroscopy are kept in the patient's clinical 
folder and taken daily to the bed-side during ward 
t rounds. Medical esophagoscopy, as we know it in the 
States, has not yet made its appearance in Europe, and 
esophagoscopy is carried out almost wholly for manipu- 
lative purposes. 


It seems important to know these depressing things 
about the attitude towards endoscopy in present-day 
Germany, but they don’t make for stimulating reading. 
So that this will not be an entirely negative report, the 
following four items concerning medical beliefs at this 
hospital are appended. Diverticulitis of the colon is 
considered a very unusual disease, and the one case to 
be found in the whole hospital was displayed with 
more pride than the case of light-sensitivity. Carci- 
noma of the stomach is rarely treated surgically be- 
cause it rarely is a curable disease. Gastric ulcer is 
managed exactly as it is in the States, being responsible 
for just as much insecurity’ in and disagreement among 
the local clinicians. The habit regarding treatment of 
duodenal ulcer would have come as an astounding sur- 
prise if it had not been for Dr. Pollard’s report from 
England, given at our Atlantic City meetings about 
three years ago. Patients with newly-discovered duo- 
denal ulcer are treated by complete bed-rest in the hos- 
pital for four weeks. 


Lt. CoL. Eppy D. PALMER, 0-43224, 
2nd General Hospital, 
APO 180, New York, N. Y. 
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NOTICE 


The annual meeting of the American 
Gastroscopic Society will be held May 
16, 1957, in Colorado Springs, just pre- 
ceding the meeting of the American 
Gastroenterological Association. 


Gastroscopic Observation of 
Interstitial Gastric Emphysema 


By: JULIUS WOLF, M.D. 
EDWARD B. GROSSMAN, M.D. 
CHARLES A. FLOOD, M.D. 


From the Medical Service, Veterans Administraticn 
Hospital, Bronx, N. Y. 


Pneumoperit-necm following gastroscopy without 
obvicus pericration cf the stomach is rare. If air es- 
capes through the wall cf the stomac during examina- 
tion, the gastrcscopist is usually alerted by the disappear- 
ance of the light refiex. In cne reported instance 
of pnevmoperitcnezm w:-thout evident perforation of 
the stomach, the gistroscopists were afforded an oppor- 
tunity to observe the development of the interstitial 
gastric emphysema. Fierst and his cclleagues' observed 
a white, curtain-like structure Lillowing into tte lumen 
of the stomach while examining a patient who developed 
signs cf pneumoperitcneum following withdrawal of. 
the gastrcscope. In retrospect, this appearance was prob- 
ably produced by the muccsa being separated from the 
vascular submuccsa by air, and it was aptly likened to 
the detached retina. 


We have the unusual opportunity of observing an 
even earlier development of interstitial gastric emphyse- 
ma and were able to note the appearance of small bub- 
bles of air which then ccalesced to produce a grayish 
membrane. 


Case Report 


The patient was a 62-year-old white male who was 
examined with the gastroscope because of epigastric pain 
of several years duration. Gastro-intestinal X-ray series 
disclosed large antral folds and a questionable niche 
on the lesser curvature of the stomach. Preliminary 
intubation with a wide bore stomach tube with ob- 
turator and aspiration of the stomach were uneventful. 
The flexible omniangle gastroscope was passed easily 
into the stomach. However, there was a great deal of 
difficulty in inflating the stomach and more than the 
usual amount of air had to be instilled. The antrum 
was never visualized. The anterior wall of the pars 
media presented a bizarre appearance with many small, 
slightly-raised areas, which appeared grayish white in 
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color and through which could be seen fine blood ves- 
sels. The surrounding mucosa appeared injected. The 
anterior wall of the stomach appeared to be rigid and 
projected into the lumen so that even more air was 
instilled. Along the greater curvature a grayish, glis- 
tening, polypoid-like fold began to appear which, under 
observation, grew larger until it filled the entire field. 
A fine network of blood vessels was seen to run within 
it. 

The gastroscope was removed. The patient com- 
plained of abdominal pain, and pain in the right shoul- 
der. Examination disclosed a distended abdomen with 
disappearance of liver dullness. Scout film of the abdo- 
men showed the presence of a large amount of free air 
in the abdominal cavity. The patient was treated con- 
servatively with parenteral fluids, antibiotics and con- 
stant drainage of the stomach. The highest temperature 
recorded was 100.2 degrees on the second day and the 
highest white blood cell count was 13,400 with 85 per 
cent polymorphonuclear leukocytes on the third day. 
By the fifth day he was completely asymptomatic. Clear 
liquids were given and the diet rapidly advanced to a 
full diet. However, there was roentgen evidence of 
free air in the abdomen for as long as a month after 
the examination. 


Discussion 


This case is reported because we feel it is the only 
documented instance wherein the full development of 
gastric emphysema was observed gastroscopically. We 
feel that the air dissected through a superficial rent in 
the mucosa but could not find its way out through 
the serous surface of the stomach for some time, thus 
enabling us to observe this unusual gastroscopic pic- 
ture. Apparently, in the usual case of pneumoperito- 
neum, the air quickly dissects through the stomach and 
out into the abdomen so that the stomach collapses and 
visualization is impossible. The air in the wall of the 
stomach in this case first appeared as small bubbles and 
then coalesced to separate the mucosa from the sub- 
mucosa and produce the membrane described by Fierst 
and his associates. 


Bibliography 
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Anesthetic Agents in Gastroscopy: 
A Follow-Up Study* 


JOHN S. ATWATER, M.D. 
Atlanta, Ga. 


The experience with 192 patients gastroscoped under 
the influences of intravenous barbiturates and muscle 
relaxants was reviewed. The ultra-short-acting barbi- 
turates used were Surital sodium and Pentothal sodium; 
muscle relaxants included d-tubo-curarine and succinyl- 
choline chloride. Endotracheal intubation was employed 
in 12 cases. Anesthetic techniques were detailed. No 
examination failures occurred. Gastroscopic indications 
and findings followed the usual pattern. Of 75 gastro- 
scopic biopsied tissues examined, three instances dif- 
fered from the final surgically-proven diagnoses. 

* Abstract of paper to be published in detail in Gastroenterology. 


Presented at the Annual Meeting of the American Gastroscopic 
Society, June 10, 1956, Chicago, Ill. 


While it is accepted that gastroscopy with local angtually. | 
thesia often is sufficient, it is recognized also that themcocaine 
remains a group of patients in whom gastroscopy fin 54 i 
desirable but difficult. Despite preliminary medicatiogany. 
and good patient-physician relationship, gastroscopy macause W 


be unpleasant to the patient and laborious to thwhen v 
examiner. Under these circumstances observations mappf some 
of necessity, be transient and hurried influencing adjand He 
versely the thoroughness of examination. The furthe@showed 
prolongation of such an examination for biopsy purpos@gmarked! 
may be difficult to achieve. Utilizing the ultra-shomporally a 


acting barbiturates and the muscle relaxants these diffsinstance 
culties may be overcome. No anesthetic complication{surital s 
occurred. By the use of these agents together withabout § 
endotracheal intubation, the patient was at all tim 


ients 
under the control of the anesthesiologist. which © 
In selected cases, distinct advantages existed with # that it 
utilization of this technique. Time no longer was “As 


garded as an important factor. The examination pre we hav 
ceeded in a leisurely manner and biopsies could [moving 
taken in an unhurried fashion. Lesions could be dem course 
onstrated to multiple observers, a point of importang ing th 
from a teaching standpoint. The position of the patienf patient 
could be changed for additional views with no discom)and we 
fort upon re-introduction of the instrument. It 
felt that the lack of discomfort to the patient and th 
opportunity of a more thorough examination for th Dr. H: 
physician well rewarded a patient for the small addi 


: QUI 
tional expense incurred. 
Discussion swab ) 

ask thi 

QUESTION: No. 1. Dr. Berk—"“My recollection) about 


from Dr. Atwater’s original report of the general anes) intrave 
thetic methods that he describes, was that he was row adrena 
tinely employing it as a supplemental local anesthesia) as eit 
If I understood him correctly this afternoon he still used) experi 
this occasionally. I don’t recall, or I missed, whethef® from 
Dr. Stark and his group had been using local anes} possib 
thesia in addition to the inhalant. If he is, I should occur 
like to ask him and again ask Dr. Atwater why they 


believe the supplemental use of local anesthesia i a 
necessary?” pods. 
QUESTION: No. 2. “Secondly, I would like to ast) nich 
in regard to gastric inflation if I am presuming, p re a 
haps incorrectly, that the individual under the influenct) thar 
of a general anesthesia has reduction in gastric ton@) than 
and is incapable of voluntarily expelling air that may 
be placed into the stomach. If this is so, what prec AD 


tion if any, need be taken in regard to the distention), patiet 


produced.” (By Dr. Stark) 
ANSWER. No. 1. Dr. Berk—In answer to your ton 

question, we do not use local anesthetic. It is our put was 

pose in using Trilene, to avoid the reactions that you oun 

may get with local anesthetic, and the discomfort that 

occurs with it. It is our impression with a lot of out 

patients, especially those where there are language bar 

riers and they are unable to understand the feeling of 

sensation accompanying local anesthesia which causes 

them to become frightened almost to the point of hys 

teria, so that they can’t swallow and they find that they 

have difficulty in breathing, that by eliminating local} 


anesthetics, the patient is much more cooperative. He} gical 
feels that he knows about a mask, that a mask will} mor 
tend to relieve pain, and he feels much calmer that Leo; 
with local anesthetic. 


arra 
ANSWER: No. 2. “As far as gastric distention ourg “lim! 
patients don’t go to sleep. They are not anesthetized that™ S™° 


deeply and there never has been any gastric distention. 


Dr. Atwater answered in regard to local anesthetics: pre. 
“As far as the question about local anesthetic agents at 
and why use them, we don’t use them very often acm °™ 
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ually. In the paper, I think you will find that we used 
ocaine a very few times, pontscaine a very few times. 
n 54 instances out of these 70 cases, we didn’t employ 
any. Now when we do employ them it usually is be- 
ause we have a persistent hyperesthesia, or, originally 
yhen we did use them fairly regularly, it was because 
of some work done on surital, a paper by Roverstein 
and Helerie, I believe from New York, in which they 
showed that the instances of laryngo-spasm were 
arkedly reduced, if a local anesthetic agent were used, 
rally a spray, for example, initially. They reported an 
ifMinstance of 8% in their series of examinations with 
surital sodium. In our original paper we had instances of 
about 8%, also. However, since that time in these pa- 
ients we have had only about two cases out of seventy in 
which we have had laryngo spasms, and I don’t think 
that it plays as big a role as it has been thought to.” 


» “As far as the question regarding air is concerned, 
pro we have had no problem at all with that, except in re- 
moving the stopper sometimes to take a biopsy. Of 
m course the air will rush out unless one closes the open- 
fing there momentarily. I believe we have had a few 
/patients who have eructated air around the gastroscope, 
and we have had no problem whatsoever. Thank you.” 


Discussion 
Hancock, England 


QUESTION: “I should like to ask, in the deaths 
that occurred from pontocaine, was a spray used (or a 
swab) and was adrenalin used with the solution? I 
ask this particularly because in experimental work done, 
about 1933 or 1934 in Germany, on the results of the 
intravenous injection of combination of pontocaine and 
adrenalin, it was found to be about three times as toxic 
as either injection intravenously alone, and with our 
experience in England, most of the deaths that occurred 
from pontocaine have been where it has been sprayed, 
) possibly from more rapid absorption, which seems to 

occur and from the combination with adrenalin. 


ANSWER: “In reply to Dr. Hancock’s comment, 
the figures indicated on the record, were the maximum 
amount of solution used. More frequently we used 
} much less than 4 or 5 cc. It was not possible to meas- 
ure accurately how much was used, but I am certain 
that at least fifty per cent of the cases, we used no more 
than 3 cc.” 


ANSWER: In answer to the question about the 
patient that died with pontocaine: this was about six 
years ago, I was not personally present. Spray was 
used, the patient was premedicated with phenobarbital 
but I am sorry to say I do not know whether adrenalin 
) was, or was not used. This was the only death reported 
over a ten-year period. 


t that 
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pa AGS Annual Meeting 

aa LT. COL. EDDY PALMER 

oe _The Clinical Session convened in the 8th floor Sur- 
vill gical Amphitheater of Cook County Hospital on the 
a morning of June 11th. Through the efforts of Drs. 


Leonidas H. Berry and Frederick Steigmann superb 
arrangements had been made for a public gastroscopy 
clinic, and the program was carried on in a remarkably 
smooth fashion. 


n our 
1 that 


ntion. Dr. Rudolf Schindler demonstrated gastroscopy and 


esophagoscopy under general anesthesia, emphasizing 
that this approach is used only in selected cases. The 
emotionally upset patient, the patient who is to have 


\etics: 
gents 
n 


both gastroscopy and esophagoscopy, and the patient 
who is bleeding actively from the upper gastrointestinal 
tract are well handled this way. The disadvantages are 
the extra expense for the patient, the very sore throat 
which usually follows endoscopy under general anes- 
thesia, and an increased risk of instrumentation, par- 
ticularly pharyngeal injury. 


Dr. Schindler was presented with a 69-year-old woman 
who for two years had complained of substernal pain, 
occasional vomiting, and infrequent hematemesis and 
melena. Except for obesity, physical examination was 
rather normal. Recent G.I. fluoroscopy revealed almost 
cemplete pyloric obstruction with gastric retention and 
dilatation. Medical decompression had partially relieved 
the obstruction. The clinical impression was obstruction 
secondary to pyloric ulcer, with a reasonable question 
of carcinoma. 


Following gargle anesthesia of the pharynx with pon- 
tocaine (with adrenalin), anesthesia was induced by 
Dr. Kenneth S. Weiss with sodium pentothal (15 cc of . 
a 214% solution) and curare. Anesthesia was continued 
with cyclopropane. 


The stomach contents were drained in the usual 
fashion, and, with the patient in the standard left lat- 
eral position, Dr. Schindler passed the gastroscope 
quickly and easily. He saw a benign obstructing process 
at the pylorus and, surprisingly, mucosa which was nor- 
mal throughout the stomach. The gastroscope was then 
withdrawn and the Schindler optical esophagoscope 
passed. Esophagoscopy was normal. Following instru- 
mentation, the anesthetist took charge of the patient 
and cared for her until she was completely recovered 
from anesthesia. 


Dr. Eddy Palmer then described and demonstrated 
the two types of Eder transesophagoscopic gastroscopes. 
The flexible instrument, which is a long, thin, standard- 
type of gastroscope, is for routine use. It is passed 
through the esophagoscope at the completion of eso- 
phagoscopy, so that combined esophagoscopy and gas- 
troscopy can routinely be carried out as one procedure. 
The advantages are saving of time and effort for both 
patient and doctor, decreased risk of instrumentation, 
decreased discomfort for the patient, and, most impor- 
tant, routine examination of both esophagus and stomach, 
wherever the main lesion or disease may lie. 


With the flexible transesophagoscopic gastroscope the 
examiner sees just what he sees with the standard gas- 
troscope, but the second transesophagoscopic gastro- 
scope which was demonstrated is rigid and is designed 
for retrograde inspection of the fundus and cardia. It 
protrudes only a short way past the tip of the 53 cm. 
esophagoscope. The objective is a mobile mirror which 
can be slowly moved through a wide arc by a ratchet 
at the ocular. 


Dr. Edward Benedict then demonstrated the Benedict 
operating gastroscope. The advantages of taking a 
tissue specimen under direct vision from the gastric 
wall were reviewed, and Dr. Benedict spoke of his ex- 
periences with lesions in various positions. 

Dr. Benedict was presented with the case of a 71- 
year-old man who for six months had become pro- 
gressively weak and anorexic. He had lost 25 lbs. dur- 
ing this period. From time to time there had been 
low abdominal pain, nausea and black stools. Gastric 
analysis had failed to demonstrate free acid. Recent 
G.I. fluoroscopy had suggested the presence of an 
antral ulcer. 


With the patient under mild sedation and in the left 
lateral position, Dr. Benedict passed the gastroscope with 
great ease. No disease was found in the stomach. 
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Material was aspirated through the biopsy channel for 
cytologic study, and the biopsy forceps were then passed. 
A specimen was taken from the posterior wall in a few 
seconds and subsequently produced for the close inspec- 
tion of the audieace. 


Dr. John Tomenius of Stockholm then demonstrated 
the Tomenius sucticn biopsy gastroscope and the technic 
of its use. He reviewed the history of efforts to obtain 
tissue from the gastric mucosa under endoscopic control 
and compared the advantages and disadvantages of the 
two main technics for doing so, forceps grasp and suc- 
tion grasp. His instrument employs the latter principle, 
with the suction apparatus at the objective end and the 
suction tube and knife-ccntrol running along the outside 
of the gastroscope. 


Dr. Tomenius was presented with the problem of a 
44-year-old hypertensive man who gave a history of 
five or six episodes of hematemesis and melena, the 
most recent three weeks prior to the demonstration. 
X-ray examination showed an active duodenal ulcer. 


Dr. Tomenius passed his gastroscope easily and quick- 
ly. The interior of the stomach appeared normal. 
Within a few seconds a biopsy specimen had been re- 
moved from the posterior wall and the examination 
completed. 


Summary 


The annual meeting of the American Gastroscopic 
Society held at the Knickerbocker Hotel in Chicago, 
on June 10, 1956, was high-lighted by two foreign 
guests: Dr. John Tomenius of Stockholm, Sweden, 
and Dr. P. E. Thompson Hancock of London, England. 


The President, Dr. Donovan C. Browne, in the Chair- 
man’s address reviewed the accomplishments of the So- 
ciety. He stressed the need of stimulating research to 
improve the diagnosis and treatment of diseases of the 
esophagus and stomach. Tc implement this, he ap- 
pointed a new committee on research, and created an 
Editorial Board for the Society's publication. 


Dr. Tomenius described the removing of tissue from 
the stomach for the differentiation of benign and cancer- 
ous diseases of the stomach by a new method which he 
has developed. 


Dr. Hancock discussed the methods of performing 
gastroscopy in England and his own experience of tak- 
ing tissue from the stomach. 


Another outstanding feature of the program was the 
new method of taking motion pictures of the diseases 
of the esophagus and stomach which has been developed 
by Dr. Paul H. Holinger of Chicago. 


These newer methods of examining the stomach and 
esophagus were demonstrated at the clinical session ar- 
ranged by Drs. L. H. Berry and Frederick Steigmann 
at the Cook County Hospital on Monday, June 11. 


The following members participated in the program: 
Drs. R. Schindler, E. D. Palmer, E. B. Benedict and John 
Tomenius. 


At the final scientific session the following members 
were elected as officers for the coming year: 
President—Dr. John T. Howard 
Vice President—Dr: Clifford Barborka 
Secretary-Treasurer—Dr. C. W. Wirts 


PROPOSED NEW AMENDMENTS TO 
THE CONSTITUTION 


Section 1: There shall be two classes of membership 
in the organization: Senior members and Active mem- 


Ts. 


Section 2: Senior members shall have all of the pri 
leges cf Active members but they shall not be requi 
to pay dues. On and after he has attained the age 
sixty-five years, a member may, on application to 
Board of Governors, be named a Senior member, p 
vided he is not then in arrears in his dues. 


Section 3: All other memkers of the Society s 
be known as Active members. 


The following Amendment to the Constitution 
proposed at the last meeting of the Board of Governo 


Article II, Sec. 1, shall be amended to read: 


“Submission of protocols of fifty cases of gastro- 
scopic examinations done by the applicant, one of 
which shall te reported in detail in a form suitable 
for publication. Or at the discretion of the Com- 
mittee on Admissions, a published paper or papers 
may ke accepted in place of protocols. These re- 
quirements may be waived at the discretion of the 
Committee.” | 


The following members were elected to membershi 
at the last meeting of the Board of Governors: 


Dr. Elwood Buchman 

Graduate Hospital, Philadelphia, Pa. 
Dr. Julius Wenger 

University of Chicago, Chicago, Illinois 
Dr. Victor Willner 

1165 Park Avenue, New York, N. Y. 
Dr. Manuel Sklar 

17300 Schaefer St., Detroit, Michigan 
Dr. John S. Atwater 

Atlanta, Georgia 


Survey of Gastroscopic and Esophago 


scopic Accidents: Report of Commit 
tee on Accidents of The Ameri 
Gastroscopic Society* 


C. WILMER WIRTS, M.D., and 
LT. COL. EDDY D. PALMER, M.C. 


As one of its avowed responsibilities, The America 
Gastroscopic Society initiated in 1955 a world-wide sut 
vey of experiences with gastroscopic and esophagoscopi€ 
accidents. The purposes were to determine the calc 
lated risks of the procedures, as indicated by the con 
certed experiences of many endoscopists, and to acct 
mulate information from the circumstances which ap 
parently contribute significant hazards to transoral is 
strumentation. Interpretation of the findings, reported 
here, in efforts to find ways to circumvent accident 
endoscopic injury in the future, is believed to be t 
privilege and the responsibility of those who take af, 
interest in the results. 


A questionnaire on gastroscopic accidents and on 
on esophagoscopic accidents was sent to each of 89 
doctors who were known or believed to be active i 
endoscopic work. Replies were received from approxi 
mately one-third of the doctors who were invited t0 
participate. It was found that 204 gastroscopy and 119 
esophagoscopy questionnaires from a total of 260 pat 
ticipants were suitable for use in the compilations. The 


geographic origins of the reports which were utilizedj 


were as follows: Continental United States—224; Ha 
waii—1; Puerto Rico—1l; Canada—2; Mexico—}} 


Presented at the Annual Meeting of the American Gastroscopil 
Society, June 10, 1956, Chicago, III. 

* Abstract of paper to be published in detail in the Journ 
of the American Medical Association. 
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Cuba—1; Chile—1; Argentina—1l; Venezuela—1; Eng- 


land—9; Australia—2; Sweden—1; Denmark—1; Ger- 
many—3; Switzerland—3; Belgium—1; Holland—1; 
Spain—1l; Hungary—1; Austria—1l; and India—1. 


The overall accident rate for gastroscopy was 0.079 
per cent and for esophagoscopy, 0.25 per cent. The 
overall fatality rate for gastroscopy was 0.014 per cent 
and for esophagoscopy 0.059 per cent. 

The types and incidences of the reported accidents 
are summarized in Tables 1 and 2. Perforation was, 
of course, the main problem, but anesthetic reaction was 
not an inconsiderable threat. 


The “other” accidents, which were encountered only 
in gastroscopic experience, were those which could not 
be ascribed with assurance to the procedure but which, 
nevertheless, must be considered gastroscopic accidents 
because of their chronolovy. Six patients had bleeding 
from the upper gastrointestinal tract within twenty-four 
hours of gastroscopy. In all the bleeding stopped spon- 
taneously. The source was determined in nine, and 
none were of serious import. Five other patients died 
of acute myocardial infarction, the onset of symptoms 
occurring just before proposed gastroscopy, or during, 
or immediately after the procedure. In two cases instru- 
mentation was not carried out. 


TABLE 1 
General Experiences of Endoscopists 
No. of No. of 
gastro- esophago- 
Gastro- scopies Esophago- scopies 
scopists performed scopists performed 
Totals 204 267,175 119 40,540 
No accidents of 
any sort......... 109 72,544 7 11,631 
Had experienced 
perforation 81 172,044 42 26,659 
No accidents 
except from 
anesthetic ..... 10 13,555 2 2,250 
No accidents 
except “other”’* 4 9,032 
Total no. who had 
experienced 
anesthetic 
accident . 20 5 
Total no. who had 
experienced 
“other” * 
accident ......... 9 


* Indicates post-examination bleeding and/or myocardial infarction. 


TABLE 2 
SUMMARY OF ACCIDENTS 


Gastroscopy 
Accidents Deaths Autopsies 
Perforations .............. 163 25 22 
Anesthetic 36 8 6 
11 5 3 
Accidents Deaths Autopsies 
Perforations ............... 95 22 
Anesthetic ................ 6 2 2 
Discussion 
QUESTION: “I should like to ask Dr. Palmer 


whether or not he has a breakdown of the relative 
mortality rates from the use of the flexible esophagoscope 
in contrast to those who use the rigid instrument?” 


ANSWER: “Yes, we do have those figures. However, 
we did not feel that as far as esophagoscopy was con- 
cerned it would be fair or useful to compare the per- 
forations that were experienced with the use of differ- 
ent type instruments. This was because the people 
who answered the questionnaire on esophagoscopy are 
doing esophagoscopy for a great many different types 
of purposes; as far as most of us are concerned, it is 
merely diagnostic medical esophagoscopy. On the other 
hand those who are more likely to be using the rigid 
tubes are those who are taking out the foreign bodies, 
dilating the strictures, snaring polyps, etc. If it were 
possible to divide the group into those who are doing 
the manipulative esophagoscopy and those who are 
doing diagnostic procedures, we probably could come 
up with some useful figzres; but even at that, all of us 
who are doing diagnostic esophagoscopy are doing a 
certain amount of manipulat’on too, so we do noi feel 
that solid figures would te forthccming. 


Discussion 
Dr. Berry of Chicago: 


I would like to say a couple of words about the 
matter of inflation with regard to accidents. I wonder 
if we have not failed to take into consideration the im- 
portance of over-inflation of the stomach. One of the 
cases reported by Dr. Palmer went to autopsy and a 
simple pneumo-peritoneum was found. We had one 
case that actually died and we had the feeling that it 
was due to the fact that the peritoneal cavity had been 
over-extended and perhaps there was a cardiac arrest 
that might have caused this, in a very elderly man. I 
have had the feeling that it was possible to so thin 
out the walls of the stomach by over-infiation that even 
the shaft of the instruments might tend to rub a hole 
thru and account for these cases of pneumo-peritoneum 
in which the surgeon is not able to find a natural per- 
foration and | think a word of caution about over dis- 
tending the stomach is not unwarranted. 


Dr. Palmer: 


Just comments to say that as far as the Wood Instru- 
ment is concerned, it is the one that we have been using, 
and have used a great deal. It must be clearly under- 
stood that this instrument is not for routine clinical 
diagnostic work. It is perfectly true that with the Wood 
instrument, one can get a great deal of helpful infor- 
mation as far as pernicious anemia and hemochroma- 
tosis is concerned; but since it is a blind technic, its 
main use is entirely that of clinical investigation. It 
does not compete with any of the other clinical apparatus 
at all. 


Clinical Benefits of Routine Combined 
Esophagogastroscopy With the Help 
of the Two Transesophagoscopic Gas- 
troscopes. 

EDDY D. PALMER 
Lt. MC. 


From Walter Reed Army Hospital, Washington, D. C., 
and 2nd General Hospital, APO 180, New York, N. Y. 


About three years ago Mr. Ludwig Streifeneder of 
the Eder Instrument Co., Chicago, perfected two new 
gastroscopes (Fig. 1) which were designed to be passed 
through the esophagoscope at the conclusion of esophago- 
scopy, so that combined esophagogastroscopy could be 
done at one sitting as a routine procedure. One gastro- 


Demostrated at the Clinical Session of the American Gastroscopic 
Society, June 11, 1956, Chicago, III. 
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Fig. 1: The top two instruments are, respectively, the 
flexible transesophagoscopic gastroscope and the 
rigid transesophagoscopic gastroscope, showing 
their diameter and relative lengths. Below is 
the Eder-Hufford esophagoscope (with the ob- 
turator in place), with which the gastroscopes 
are u 


scope is an elongated skinny version of the standard 
instrument, and is intended for general gastroscopy. The 
other, an item of special endoscopic luxury, is rigid and 
only a little longer than the esophagoscope. It permits 
a very wide (87°), easily adjustable prograde and retro- 
grade visual sweep from its position in the upper-most 
part of the stomach (Fig. 2), and is designed to permit 
full, clear visualization of the cardia and fundus. The 
thought behind the new instruments was—and it is 
an ancient one—that it is rather foolish to pass up 


Fig. 2: 


Distal end of rigid transesophagoscopic gastro- 
scope, showing its maximum degree of protru- 
sion beyond the end of the esophagoscope and 
the field-arc of its movable mirror-objective. 


examination of the esophagus at gastroscopy and just 
as foolish not to take a look at the stomach while exam- 
ing the esophagus. 


The practicability, effectiveness, simplicity and gen- 
eral usefulness of the instruments and of the concept 
behind them became apparent soon after the initial 
trials. Gradually the local Gastroscopy Clinic and 
Esophagoscopy Clinic disappeared, to be replaced by 
an Esophagogastroscopy Clinic, and at present it is a 
rare patient who has one examination without the other. 
As satisfactory as the arrangement has been, however, 
the question of whether the extra examination has really 
paid off in terms of detection of unsuspected disease has 
not yet been answered. 


In order to collect information on this point, the rec- 
ords of 600 patients who had had esophagogastroscopy 
were reviewed. These included, with the exception noted 
below, the first 300 patients in whom the indication for 
endoscopy had been suspected or who had roentgen- 
detected esophageal disease and the first 300 whose 
problem had been judged to be gastric. During this 
early period the one or the other of the transesophago- 


scopic gastroscopes was chosen at random for each 
amination, although now the flexible instrument is u: 
for all routine work. The diseases found in the ot 
organ are enumerated in Tables 1 and 2. The tab 
speak for themselves. 


The records selected for the above did not inclu 
those of patients who were actively hemorrhaging 
the time of examination. It has been the local habit 


esophagoscopic gastroscope has been a tremendous he’ 
in convenience and the saving of time for both pati 
and doctor. It has permitted a very rapid as well 
efficient endoscopic manipulation under the difficult o 
ditions which exist during active hemorrhage. 


TABLE 1 

“Extra” esophageal disease discovered during examina 
tion of 300 patients in whom the stomach was the 
main organ of interest 


recurre 
of slig 
lieved 


half a: 

ened f 

Subacute erosive esophagitis ........... 31 patients Septen 
Direct hiatus hernia .......................... 18 with f 
Esophageal varices 13 
this ti 

TABLE 2 

“Extra” gastric disease—300 patients 

tritis” 

Benign chronic ulcer 9 using 
Chronic atrophic gastritis .................... 8 
“Superficial” gastritis 8 with 
Adenomatous polyps 1 
Multiple subacute ulcers ...................... 1 yi abdor 
acute 

We 

the « 

Case Report hospi 

Ph 

Diagnostic Importance of Gastroscopy in} 
a Case of Carcinoma of the Gastric erly 
tially 

Fundus. 
By: ANGELO E. DAGRADI, M.D. The 

The limitations of Radiography in the diagnosis of li Ls 
lesions of the upper portion of the stomach are well cal 
known. This devolves in great part from the inability y mn 
of the fluoroscopist to adequately manipulate this seg- 121 
ment of the stomach because of its anatomic location f fe 
beneath the lower rib cage. The following case re si . 
port illustrates the diagnostic importance of gastroscopy a : 
in the diagnosis of a lesion of the gastric fundus when er 
radiographic study, performed by an extremely com-§ °°" 
petent radiologist, revealed no abnormality. Further 
more, even a repeat roentgenologic study, including) Thre 
double contrast technique, performed following gastros§ gastt 
copy and with the radiologist oriented to the existence duoc 
of a lesion of the gastric fundus, again failed to show® strat 
any definite abnormality. jejus 
Report of Case: 
A 48-year-old auto worker was admitted to the Longi canc 
Beach Veterans Administration Hospital on 4-11-55§ Imp 
complaining of steady, dull, right upper quadrant pain} dem 
radiating to the epigastrium and to the back. He hadm fun 
enjoyed good health until February, 1954 (thirteea—m shor 
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months prior to admission) when, while visiting in Flint, 


Michigan, he first experienced “stomach trouble” con- 


sisting of severe epigastric pain unrelated to meals or 
other bodily functions, and of night pain. He con- 
sulted a private physician and, because of intractability 


of his symptoms, he was hospitalized for a period of 


two weeks for observation and study. The work-up 
included a radiologic survey of the upper and lower 
gastro-intestinal tract and of the gall-bladder, and gas- 
troscopic examination. He was told that his symptoms 
were due to an “inflammation of the stomach” and was 
discharged with the advice to continue an anti-ulcer 
regimen, including anti-acids and anti-spasmodics. At 
this time he returned to California. He improved 
markedly under therapy and, after five months (in 
June of 1954), discontinued it. Subsequently he noted 
recurrence of symptoms of a mild degree, consisting 
of slight epigastric pain during the day which was re- 
lieved by chewing anti-acid tablets or by drinking 
half and half. During this time he occasionally awak- 
ened from sleep at 2-3 A.M. with epigastric pain. In 
September, 1954, because of exacerbation of symptoms 
with no relief by food ingestion, he again sought medi- 
cal advice. He failed to obtain relief from diet and 
numerous alterations in his medications and, in March, 
1955, his back pain became steady in character. At 
this time he was hospitalized in San Diego and under- 
went further studies including intravenous pyelography, 
which was reported as negative, and repeat upper gastro- 
intestinal series. The latter was reported to show “gas- 
tritis”’ on one occasion and “normal” on another. Gall- 
bladder series was normal. Pancreatic function study 
using tagged serum albumin was reported to be normal. 
After one month’s hospitalization he was transferred 
to the Long Beach Veterans Administration Hospital 
with a note from his physician stating ‘This patient 
has been under our observation and treatment for one 
month. His chief difficulty has been pain in the upper 
abdomen. His tentative diagnosis is 1) possible sub- 
acute pancreatitis; 2) possible liver damage or hepatitis. 
We are unable to control the symptoms or to relieve 
the condition and therefore we specifically feel that 
hospitalization and observation is completely necessary.” 


Physical examination at time of edmission showed 
the patient to be tense and anxious, complaining bit- 
terly of abdominal discomfort. The findings were essen- 
tially negative other than for tenderness to palpation in 
the epigastrium. No organs or masses were palpable. 
The state of nutrition was normal. 


Laboratory studies revealed the urinalysis, serology, 
liver function tests, and serum tests for pancreatic en- 
zymes to be within normal range. The hemogram 
showed a hemoglobin of 16 grams, white cell count of 
12,150 with normal differential count. Four specimens 
of feces were negative for occult blood. Gastric analy- 
sis revealed a fasting pH of 1.9 without Histamine 
—e. The bleeding and clotting times were 
normal. 


Radiologic examinations were reported as follows: 
Three chest films were within normal limits. Upper 
gastro-intestinal series: “The esophagus, stomach, and 
duodenal bulb are normal. The small bowel demon- 
strates coarse rugal folds both in the duodenum and 
jejunum, and the bulk of jejunum is located more on 
the right side than on the left of the abdomen. These 
findings, however, may not be of pathological signifi- 
cance. The stomach empties completely in three hours. 
Impression: No intrinsic or organic lesion has been 
demonstrated.” Gall-bladder series showed a normally 
unctioning gall-bladder. Barium enema examination 
showed only a moderately atonic colon. 


An electrocardiogram was normal. 


Course in Hospital: Afebrile. He was managed on 
a strict ulcer regimen but continued to complain of 
epigastric pain and discomfort for the control of which 
increasing doses of narcotics were required, supple- 
mented by barbiturates and Thorazine. The pain was 
not affected by placebos or by the intravenous -adminis- 
tration of Etamon. The possibility was entertained that 
the patient was suffering from a severe psychoneurosis 
and for this reason a’ psychological consultation was 
obtained as part of the work-up. The _ psychologist’s 
opinion was “Depressive reaction, acute, with mild in- 
tellectual and emotional confusion, apparently related 
to fears of terminal disease process, without evidence 
of any serious psychotic process, in an otherwise ori- 
ented and integrated personality. There is not any evi- 
dence of a chronic schizophrenic process at this time, 
and the flat effect present seems rather to be related 
to the acute depressive reaction now present. In the 
event neoplastic disease activity be ruled out, it is 


predicted that his emotional recovery would be rapid.” _ 


Gastroscopy was performed on 4-27-55 (Dr. Dagradi) 
and reported as follows: “The Ewald tube was introduced 
following adequate local anaesthesia with 1 per cent 
Pontocaine solution. Approximately 25cc of mucinoid 
gastric juice was obtained which tested negative for free 
hydrochloric acid with Topfer’s reagent. An impediment 
was encountered in the upper stomach which prevented 
full introduction of the Ewald tube. The Schindler 
gastroscope was next introduced and it, like the Ewald 
tube, hung up in the uppermost end of the stomach. 
Despite very, very patient waiting and gentle manipu- 
lation, the instrument could not be introduced to its 
adequate depth into the stomach. A severe degree of 
gastrospasm was seen in the distance. The uppermost 
portion of the stomach could not be adequately distended. 
The mucous lake was not large. On the greater curva- 
ture aspect of the uppermost portion of the stomach a 
reddened and nodular, polypoid mass measuring ap- 
proximately 3 x 5 cm was noted. Impression: Polypoid 
tumor, probably polypoid carcinoma of the upper seg- 
ment of the stomach. The fact that both the Ewald 
tube and the gastroscope were stuck speaks in favor 
of metastatic nodes around the posterior wall of the 
stomach.” 


Following this examination three Papanicolau studies 
were done on separate specimens of gastric aspirate and 
were all reported to be negative. Repeat upper gastro- 
intestinal examination using double-contrast technique 
again was reported as showing no abnormality. A liver 
biopsy was done on 5-3-55 and was reported to show 
normal liver cells with no evidence of metastatic malig- 
nancy. 


Exploratory surgery was performed on 5-18-55 at 
which time an inoperable carcinoma involving the 
greater portion of the fundus of the stomach was 
found. The tumor was along the greater curvature 
and had grown to such size as to almost encircle the 
stomach, extending almost to the lesser curvature. Peri- 
toneal implants and extension through the diaphragm 
were noted. Metastatic deposits in the mesentery and 
in the pelvis were palpable. It was impossible for pal- 
liative surgery to be performed and consequently no 
definitive procedures were performed. An omental bi- 
opsy was obtained which was reported to show undif- 
ferentiated carcinoma of the omentum. 

Summary: A case is reported of a 48-year-old white 
male in which the only diagnostic method establishing 
the etiology of his abdominal symptoms was gastros- 
copy. 


9 
iS usedy 
othe 
ing @ 
abit 
atient 
trang 
s help 
patient 
vell a 
It com 7 
as the 
ents 
ents 
” 
” 
” 
| 
Sis | 
well 
ability) 
S seg-F 
cation | a 
OSCOPY 
when 
com- 
irther- 
luding§ 
astros-§ 
istence 
show 
Long 
“4 
t pain’ 
le hai 


AMERICAN GASTROSCOPIC SOCIETY 


Case Report 


Carcinoma of Stomach in Pernicious 
Anemia 


By: J. NED SMITH, M.D. 
Iowa City, lowa 


A 69-year-old farmer was admitted to the University 
Hospitals in lowa City, lowa, on August 19, 1954. He 
stated that numbness and tingling of his fingers and legs 
had started in 1941 at which time a diagnosis of per- 
nicious anemia was made in Omaha, Nebraska. Treat- 
ment had been sporadic during the following years. He 
noticed a weight loss of fifteen pounds during the two 
years prior to admission and nausea without vomiting 
during the two months prior to admission. 


Physical examination disclosed a pale, chronically ill, 
elderly man. Blood pressure was 130/80. The fundo- 
scopic examination was normal. The tongue showed 
marked atrophic changes. There were emphysematous 
changes in the chest. The cardiac examination was 
normal aside from a Grade I systolic apical murmur. 
The smooth liver edge was palpated 1 cm. below the 
right costal margin. The prostate was estimated one- 
plus hypertrophied. The patient had a loss of vibra- 
tory sense and had impaired position sense in the lower 
extremities. The gait was unsteady with a positive 
Romberg test. 


Laboratory examinations included a hemoglobin of 
7.8 grams, red blood cell count of 2.16 million, hemato- 
crit 25 per cent, mean corpuscular volume of 115, BUN 
17 mg%, creatinine 1.0 mg%, albumin 3.5 grams and 
globulin 1.72 grams. The gastric analysis yielded no 
free acid after 1 cc. of histamine. The peripheral smear 
and bone marrow were compatible with pernicious 
anemia. A gastrointestinal series done August 24, 1954, 
was interpreted as normal except for a slight narrowing 
of the apex of the duodenal bulb. Intravenous pyelo- 
grams were normal. A reticulocyte count after initiation 
of Vitamin B,. therapy rose to 13.2%. 


September 8, 1954, gastroscopy was performed as a 
portion of a workup on a patient with pernicious anemia. 
A small 3.5 cm. carcinoma was observed high on the 
greater curvature of the stomach. A Mikulicz pyloro- 
plasty was performed two days later with resection of 
the stomach at the esophageal-cardiac anastomosis and 
above the pylorus so that a 4 cm. section remained in 
the pyloric antrum. No metastases were noted at the 
time of surgery. 


The patient did well post-operatively for several 
months but returned to the University Hospitals in 
January, 1955, with evidence of carcinomatosis. He 
died jaundiced March 6, 1955, in his home town. Post 
mortem examination was said to have revealed carcino- 
matosis with liver metastases. 


Comment 


The above patient exemplifies several points and 
problems pertaining to gastroscopy, gastroenterology and 
the philosophy of medicine. The pathological process 
involved in pernicious anemia is known to involve, 
among others, commonly an atrophic smooth tongue, 
atrophic gastritis and achlorhydria. Usually the atrophic 
gastritis is recalcitrant to diet, liver and injections of 
Vitamin Biz. However, well studied pernicious anemia 
with atrophic gastritis in which the mucosa responded 
to therapy has been reported."* The changes in the 
tongue, mucosa of the stomach and achlorhydria are felt 


to be a result of the basic pathologic physiology in pe 
cious anemia rather than the cause of the illness per se. 


As the life span of these patients has increased wi b 
liver and B, therapy and the anemia and the neu 
logical complications have come under control, ¢ 
changes in the stomach wall have led to an increas 
incidence of stomach polyps and carcinoma. The pe 
sibility of developing carcinoma of the stomach 
about three times the incidence of the random popu 
tion in the same age.‘ Death from metastases fro 
carcinoma of the stomach is a very common cause 
death in these patients. The cancer tends to develop i 
the cardiac end or the body of the stomach in contr 
distinction to the pyloric antrum and often begins 
an adenomatous polyp. A given polyp is believed 
develop into carcinoma in approximately 40 per cent @}. 
the cases.’ 


If the individual with this increased chance of dyin 
in a certain specific manner is to be handled most care 
fully he will require definite periodic examinations i 


cluding X-ray, gastroscopy and perhaps even cytologial) This 
studies.” The value of gastroscopy in addition to radiin the 
ology is well illustrated in the above patient. Also iMpjtal or 


lustrated here is the hopelessness when termi 
follows the development of additional signs and sympione to 
toms, such as weight loss and nausea. With the edu@ijjeved 
tion of the individual patient to an established programi'There 
of six months or yearly examinations we should be abl Hema 
to detect adenomatous polyps and early malignatiijad oc 
changes and offer the patient a worthwhile surgidicix yea 
chance for a true cure of this insidiously developing§\includi 
cancer. only t 
gastroi 
X-rays 
had re 
not av: 
were ¢ 


Phy: 


for mi 
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Case Report 


Heterotopic Pancreatic Tissue 
In the Stomach 


By: RICHARD T. DONELAN, M.D. 


poe Indianapolis, Indiana 

s fr 

use @ The presence of heterotopic pancreatic tissue in the 
tomach was first described by Klob in 1859.' In approxi- 


ately one hundred years, many individual case reports 
nd reviews on this subject have been published. Since 
elatively few instances of this interesting lesion have 
n found on gastroscopic examination, the following 
ase report is being summarized. 


CASE REPORT 


* This 41-year-old white male pipe-fitter was first seen 

n the Gastrointestinal Clinic of the Henry Ford Hos- 
ital on May 7, 1955. For six years, he had experienced 
intermittent, burning, epigastric pain which developed 
ne to two hours postprandially and was partially re- 
lieved by the ingestion of food, milk, and alkalies. 
here was some associated nausea but no vomiting. 
Hematemesis or melena had never occurred. He had 
had occasional nocturnal distress. During the preceding 
six years, he had received various diets and medications 
including anticholinergics, sedatives, and antiacids with 
only transient relief. Radiologic study of the upper 
gastrointestinal tract in 1953 was reported as normal. 
X-rays of the stomach done elsewhere in April, 1955, 
had revealed “an ulcer.” Unfortunately, these films were 
not available for review. Past history and System Review 
were ctherwise non-contributory. 


Physical examination was within normal limits except 
Vari} for mild tenderness to palpation in the mid-epigastrium. 


ne 
bsery Significant laboratory data included a normal hemo- 
globin and total white blood cell count. Gastric analy- 
sis revealed free HCl in all specimens with a peak value 
»servay of 56 clinical units at one hour. 
< X-ray examination of the esophagus, stomach, and 
duodenum was within normal limits and no evidence of 
tumor or ulcer was found. 
Because of continued symptoms on a program of 
stomach rest, gastroscopy was carried out on September 
.§21, 1955. “The gastroscope was introduced with ease 
oe, di jand the angulus was visualized immediately. Along the 
*tuci@® greater curvature of the antrum toward the anterior wall, 
J. Mi ewo smooth sessile polyps were seen. Peristalsis was 
normal. The remainder of the stomach was within 
ange 20fmal limits. The interpretation of the gastroscopic 
wl findings was benign gastric polyps. 
50. Exploratory laparotomy was performed on October 
12, 1955, and the two polyps were found on the greater 
A. W.§ curvature of the antrum one centimeter proximal to the 
n pet§ prepyloric vein of Mayo. The lesions were smooth with 
3:7108 an umbilicated center and measured 0.6x0.6 cms. 
Aberrant pancreatic tissue was considered in the differ- 
e ential diagnosis from the gross appearance. A partial 


gastrectomy of the von Haberer-Finney type plus a vagot- 
and omy were accomplished. Microscopic diagnosis was 
ectopic pancreatic tissue in the gastric mucosa.” 


When last seen on February 12, 1956, the patient 
complained of intermittent mild epigastric distress simi- 
lar to that present prior to surgery. 


Comment 


There is now general agreement that this condition 
is an embryological anomaly and that the pancreatic tis- 
sue becomes ectopically located in the antenatal period. 
This fact is confirmed by the finding of this lesion in an 
8-day-old child. In a combined autopsy series of 4000 
cases, the incidence was noted to be 2 per cent.* Barbosa, 
et al, state that it is found in 1:500 upper abdominal 
operations.‘ The lesion has been estimated to be twice 
as common in males.* It has been reported in many 
different locations, but in about 70 per cent of the cases, 
the stomach, duodenum, and the jejunum have been the 
site of involvement. Its occurrence in Meckel’s diver- 
ticulum is well appreciated, 


In the stomach, the aberrant tissue is usually located 
submucosally in the region of the pylorus. The lesion 
is most frequently single and varies in size from a few 
millimeters to several centimeters. The polypoid struc- 
ture with its umbilicated top has been likened to “a 
relatively flat volcano cone with a deep central crater.’” 
It has been suggested that this gross appearance is prac- 
tically diagnostic, although the ultimate diagnosis must ~ 
of necessity rest on histologic criteria. Microscopic 
study generally reveals normal pancreatic tissue. One 
third of the specimens contain functioning islet cell tis- 
sue.” This may rarely become hyperfunctioning or 
undergo malignant degeneration. Other elements may 
be present; hence the designation as ‘myoepithelial 
hamartoma.” * 


There is a dichotomy of opinion regarding the clini- 
cal significance of this condition. Some authors indicate 
that it rarely causes symptoms, while in 60 per cent of 
one series,’ the ectopic tissue was thought to be playing 
a role in the production of the patient’s distress. In the 
reported cases, the presenting symptomatology has mim- 
icked peptic ulcer disease, gallbladder dysfunction, 
intestinal obstruction, and nonspecific dyspepsia. 


It has been hypothesized that the abnormally located 
pancreatic tissue in the stomach produces symptoms in 
the following manner: 


1. Mechanical interference with peristalsis or pyloric 
function. This is generally accepted as the most 
common mode of production of symptoms. 


2. Pancreatic enzyme activity producing ulceration of 
the overlying or adjacent mucosa. 


3. Pathologic change in the heterotopic tissue, e.g., 
inflammation, hemorrhage, malignant degeneration, 
etc. 


Probably most commonly, this abnormality is an in- 
cidental finding at autopsy or operation. It may be 
found when X-ray examination is performed in the course 
of investigating the patient’s complaints. The radiolog- 
ical appearance is not diagnostic and the usual report 
is that of ulcer, polyp, or filling defect. 


Its presence on X-ray may be confirmed by gastroscopy. 
Rarely, as in this case, the lesion may be initially dis- 
covered on gastroscopic study. To my knowledge, in no 
case has the diagnosis been made definitively through 
the gastroscope. In the literature available to me, the 
usual gastroscopic opinion has been “polyp” or “sub- 
mucosal tumor.”’ However, as Palmer states in his book, 
“The gastroscopic diagnosis could presumably be sus- 
pected should a deep narrow umbilication be seen in a 
submucosal tumor.” 


When the lesion is in the stomach and the diagnosis 
is confirmed histologically, the treatment of choice is 
local excision. 


When in doubt, “. . . with carcinoma so 
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common in the stomach and pancreatic heterotopia so 
uncommon, it would be to the patient's benefit to elect 
gastric resection.” With increasing recognition of the 
gross appearance of the lesion and the use of “frozen 
section” examination at the operating table, the latter 
course should be less and less frequent. 


Summary 


1.A patient with heterotopic pancreatic tissue in the 
stomach discovered by gastroscopy is reported. 


2.A brief review of pancreatic heterotopia of the 
stomach is presented. 
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